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ABSTRACT 

Patient education is a fundamental part of nursing practice. In the outpatient 

preoperative setting, patients are asked to perform self-care tasks necessary to ensure 

successful postoperative outcomes. Failure to adhere to preoperative education has 

resulted in poor outcomes, poor patient satisfaction, and the squandering of scarce health 

care resources. 

The purpose of this study was to test the value of an interactive checklist in 

improving preoperative patient adherence. The checklist was evaluated for its 

effectiveness in improving patient adherence to preoperative instructions as compared to 

standard preoperative educational methods. Eleven elderly patients having cataract 

surgery were randomly assigned into treatment and control groups. 

The conceptual framework for this study was Bandura's Social Cognitive Theory. 

Tactile stimulation and task division were employed to attempt to increase subject 

adherence. This was proposed to increase self-efficacy and decrease patient anxiety. 

No significant findings were obtained from this study, which may be a result of 

the small sample size. Efforts to replicate this study are warranted, however, given its 

significance to nursing, patient satisfaction, and the conservation of diminishing health 

care resources. 



Chapter 1 

Introduction 

10 

Patient education has long been a fundamental part of nursing practice. Patients 

are taught about health promotion and disease prevention, disease specific information, 

nutrition, medication use, and a plethora of other topics. Improved technology and third 

party payment have exerted influence to control costs by reducing length of stay and 

transforming health care into a largely outpatient entity. This challenges nursing as a 

profession to develop and establish streamlined patient education programs which ensure 

that patients and families possess adequate knowledge to care for themselves both safely 

and effectively. 

Patient education programs need to be individualized and address critical issues 

relating to the patient's care, as well as address populations with special teaching needs. 

Educational programs for patients need to be monitored for compliance and patient 

outcomes, and altered, when necessary, to ensure the best possible approach. 

Adherence in health care has traditionally been extremely difficult to achieve, and 

patient education approaches have been ineffective in producing adequate patient 

adherence to medical regimens. This is clearly illustrated in patients undergoing cataract 

surgery, where noncompliance to preoperative education has resulted in operating room 

cancellations and increases in both patient dissatisfaction and the cost of care. In the 

professional experience of this author, noncompliance in the preoperative setting results 

in a significant number of cancellations among elderly patients, especially those 
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undergoing cataract surgery, and has approached 30 to 40% of the attempted cases 

performed. 

This chapter will introduce the problem of noncompliance by cataract surgery 

patients, define key concepts, identify the research hypotheses, and discuss the 

significance of this study to the outpatient surgery setting. 

Definitions 

The following definitions of terms are deemed both necessary and useful for the 

purposes of this research study. 
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Adherence: Adherence is defined as the extent to which a person's behavior 

coincides with medical or health advice, (Jones, 1995). In this research, compliance and 

adherence are used interchangeably. 

Patient Education: the process of influencing behavior and producing changes in 

knowledge, attitudes, and skills needed to maintain and improve health, (Rankin & 

Stallings, 2001 ). 

Preoperative Education: The process of influencing behavior by conveying 

information which is necessary to adequately prepare both psychologically & physically 

for the operative procedure, prior to impending surgery. 

Self-efficacy: Self-efficacy is defined as an individual's ''judgments of their 

capabilities to organize and execute courses of action required to attain designated types 

of performances," (Bandura, 1986) . 



Background 

This section will discuss the issue of non-adherence in health care among the 

elderly. The relevance of this problem to outpatient cataract surgery will be identified. 

Learning and Adherence 

Adherence to a prescribed health care regimen has been reported as low as 40o/o, 

(Jones, 1995). Research has demonstrated a correlation between poor compliance and 

patient recall. Regrettably, patient recall in the general population is estimated at about 

50%,( Rost & Roter , 1987), and is suspected to be even worse among the elderly. 
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In a study by Rost & Roter, 1987, elderly patients were unable to recall46o/o of 

their medications listed on their medical records, and 52o/o of respondents were unable to 

recall a lifestyle recommendation received in the provider's office immediately following 

the visit, even with directed probing. If recall among the elderly is this poor immediately 

following instruction, compliance, which is largely dependent on the ability to remember 

the treatment plan seems a dismal prospect. 

These figures are supported by Coe, Prendergast, and Psathas, ( 1984 ), who 

maintain that between one half and one third of the elderly are in someway noncompliant 

with their health care regimens. Although the concept of patient compliance has been 

extensively researched, several barriers to compliance have been identified, and factors 

which influence compliance manipulated, health care professionals remain powerless to 

impact patient compliance, and efforts at providing effective patient education are moot. 

Patient outcomes suffer for lack of adherence to the treatment plan, and scarce health care 

resources are squandered. According to Jones, noncompliant behavior is correlated with 
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increases in both morbidity and mortality, and has resulted in accounting for up to 1 0% of 

hospital admissions and 23 % of nursing home admissions, (Jones, 1995). An aging 

population and the inability to finance the health care needs of the nation make it 

imperative to address the issue of noncompliance and make significant progress in 

minimizing its incidence and effects. 

Cataract surgery is the most common surgical procedure performed in the United 

States. There are 1.5 million cataract operations performed annually in this country, 

(NIH, 1999). By the year 2020, an estimated 12 million individuals greater than age 65 

will need treatment for cataracts, (NIH, 1999). Because the number of scheduled 

cataract surgeries is high, noncompliance issues in this population of patients result in 

significant expenditures as a result of surgical delays, and cancellations. In addition, 

cataract surgery is performed primarily on elderly patients, and compliance in this 

population is challenged by age-related factors that may have profound effects on the 

patients ability to learn and to adhere to preoperative instruction guidelines. 

Elder Adherence 

Elders have problems with adherence to preoperative instructions for many 

reasons. Anxiety related to impending surgery predisposes patients to distraction and 

inattentiveness during preoperative education, negatively influencing patient recall. Age

related barriers such as vision and hearing impairments, cognitive impairments, co

morbidities, individual beliefs and learning styles, and the presence of pain may also 

negativeiy impact the success of preoperative education. Patients are expected to 

successfully process and perform novel behaviors, which are many times complex 



14 

regimens to prepare for surgery. These behaviors must be performed at home and alone 

in the majority of cases where they have little support for reinforcement or additional 

coaching. Each of the factors previously identified provide barriers to the successfulness 

of cataract surgery preoperative education, and can negatively impact patient compliance 

in this population. Poor compliance results in complications, patient dissatisfaction, and 

increased health care costs. Surgical complications may include aspiration, increased 

intraocular pressure, and displacement of the intraocular lens, (Arango & Margo, 1998), 

(Chapman, 1996). Patient satisfaction may be compromised secondary to surgical 

complications, delays, and/or cancellations. Increased costs are the result of additional 

care needed to manage patients with surgical complications, as well as an increased 

incidence in surgical cancellations, delays, and inefficient use of staff and health care 

resources. 

Significance 

Efforts to control costs have resulted in the exponential growth of outpatient 

surgery over the last decade. A 77% increase was observed in ambulatory surgical 

procedures between 1979 ar:d 1983, (Oulette, 1999). Currently, 70% of all surgeries and 

80% of all elective surgeries are performed in the ambulatory surgery setting, (Oulette, 

1999), (Pandit, Loberg, & Pandit, 2000). Other factors responsible for promoting the 

growth of outpatient surgery include improved technology, improved anesthetic agents, 

and patient preference to return to their homes following their procedure, (Oulette, 1999). 

Cost of care remains the driving force that has fueled the growth of outpatient 

surgery, with cataract surgery acknowledged as the most common procedure performed 



15 

in the outpatient setting. Outpatient ambulatory surgery is more cost effective than 

surgery on an inpatient basis, with estimated savings of at least 20% over inpatient 

procedures, (Becker & Carrithers, 1994 ). The cost of surgical cancellations, however, can 

quickly supercede and exhaust these potential savings. In 1999, almost 90% of the 

national surgical cancellation rate was attributed to outpatient surgery. Additionally, 

these cancellations resulted in an average per case increase of 97 minutes to the standard 

turnover operating room rate. In 1999, operating room time cost was averaged at 

$8.00/min, resulting in a loss of$776.00 in room cost alone per cancelled case, (Pollard · 

& Olson, 1999). 

Health care costs in the United States continue to increase at alarming rates, 

approxim~tely 9% per year in 1994, and at least double the rate of inflation over the last 

decade, (Becker & Carrithers, 1994). National health care spending is expected to double 

over the next ten years, approaching 2.2 trillion dollars per year by 2008, or more than 16 

% ofthe Gross Domestic Product (GDP), (Shi & Singh, 2001). Efforts at curtailing cost 

in the ambulatory surgery arena must focus on minimizing avoidable cancellations, which 

are exhausting precious resources. Methods to improve patient education and adherence 

can decrease this disturbing trend and conserve health care resources, as well as improve 

patient satisfaction and patient outcomes. Patients undergoing cataract surgery are an 

ideal population for testing interventional strategies to improve compliance, as they 

compose a significant number of the outpatient surgeries performed, and the amount of 

educational instruction necessary is relatively simple. 
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Alternative educational methods and strategies need to be discovered and 

implemented to maximize satisfaction and successful patient outcomes, as well as to 

minimize the excessive consumption of health care resources in a time of critical resource 

rationing. The significance of this study is both clinical and scientific, in that the 

checklist may help to improve patient outcomes and decrease costs as well as add to the 

existing body of knowledge on useful patient education strategies. If this instrument 

proves a useful adjunct to standard education protocols, it may be added with relative 

ease to existing educational methods, and may be expanded to other patient surgery 

populations or other patient education populations as deemed appropriate. 

Purpose 

The purpose of this study is to test the value of an interactive checklist for 

improving preoperative patient compliance. The checklist will be evaluated for its 

effectiveness in improving patient adherence to preoperative instructions as compared to 

patient adherence with standard preoperative educational methods. 

Research Hypotheses 

Study subjects who receive the Patient Education Checklist will show greater levels 

of patient adherence in the four measurable activities listed below as compared to 

subjects in the comparison group. Specifically: 

I) Treatment subjects will maintain NPO status more frequently than control 

subjects. 

2) Treatment subjects will take preoperative medications appropriately more 

frequently than control subjects. 



3) Treatment subjects will procure a designated driver for transportation home 

more frequently than control subjects. 

4) Treatment subjects will return with their instructional guidelines to 

Ambulatory Surgery more frequently than control subjects. 

Summary 
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Cataract surgery remains a common and rather simple outpatient procedure that 

can be expected to increase in number as the population of this country ages. Adherence 

in health care is poorly achieved, especially among the elderly. Patients scheduled for 

cataract surgery encounter multiple barriers to effective preoperative education as a result 

of physiologic, psychologic, social, and behavioral influences. The effect of these factors 

on preoperative compliance is negative for both patients and health care facilities in terms 

of satisfaction, ·costs, and outcomes. Efforts to control costs mandate that educational 

strategies be optimized to prevent cancellations and maximize both patient satisfaction 

and patient outcomes. This research study will test an instrument, the Patient Education 

Checklist, to determine its utility in increasing patient adherence to preoperative 

guidelines among elder patients scheduled for cataract surgery. 



Chapter 2 

Introduction 

This chapter will introduce the theoretical framework for this research project, 

which is Albert Bandura' s Social Cognitive Theory developed in 1986. The relevant 

elements of his theory to this research will be outlined. Core concepts will also be 

defined, and a review of the literature pertinent to these concepts and their inter

relationships will be reviewed. 

Conceptual Framework 

The Social Cognitive Theory was developed in 1986 by Albert Bandura, a 

psychologist. The theory originates from a behaviorist perspective and seeks to explain 

the factors influencing human behavior. The purpose of Social Cognitive Theory is to 

understand and predict individual and group behavior, as well as identify the most 

effective strategies for behavior modification, (Jones, 1989). 
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Bandura based his theory on the earlier work of Miller and Dollard's Social 

Learning and Imitation Theory developed in 1941. This theory advanced the earlier 

behaviorist models that described human behavior as simply a conditioned response. In 

Miller & Dollard's model, human drives mediate the relationship between environment 

and behavior, (Stone 1998). 

In contrast, Bandura contends that human cognition is the major-driving influence 

in the mediation of human behavior and the environment, and that this cognition is the 

result of a medley of reciprocal interactions between personal factors, behavior, and 

environment. 
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Bandura's model places a heavy focus on the power of cognitive processes or 

capabilities that serve to regulate human behavior, (Stone 1998). He defines this concept 

as reciprocal determinism, (Stone, 1998). The three factors responsible for behavioral 

adaptation influence and modify each other in a continual, dynamic evolution on the 

actions of individuals, (Band~ 1978). 

One of the key constructs of Social Cognitive Theory is that of self-efficacy. 

According to Ban dura, self-efficacy describes an individual's confidence about his or her 

ability to mobilize personal motivation, cognitive resources, and courses of action 

necessary to successfully execute a specific task in any given social/environmental 

context, (Stajkovic & Luthans, 1998). It is accomplished by the cognitive process of 

self-reflection, that Bandura asserts is "distinctly human,"· (Bandura, 1986, pg.21 ) .. 

Individuals are believed to cognitively precontemplate and evaluate their perceived 

capabilities of successfully achieving a specific goal or completing a specific task which 

then predetermines their tenacity and what they personally consider a reasonable effort to 

complete the task. Individuals with high degrees of self -efficacy will thus expend more 

effort and exhibit greater tenacity at the goal-directed behavior to achieve the desired 

outcome, (Stone, 1998). A sort of self-fulfilling prophecy ensues, in that those 

individuals with high degrees of self-efficacy exert more effort, and subsequently have a 

higher incidence of goal attainment, (Stajkovic & Luthans, 1998). Goal attainment then 

serves to further increase self-efficacy, (Bandura, 1986). For this reason, Bandura 

contends that behavior is for the most part determined by efficacy beliefs rather than by 

outcome expectations or the possession of knowledge and skills, (Ban dura, 1986). 
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Perceived efficacy is described by Bussey & Bandura , (1999), as the foundation 

of human agency. It is the most pervasive and central factor in determining their 

capacity to exercise control over thought processes, motivation, affect, and action. They 

state, "unless people believe they can produce desired effects by their actions, they have 

little incentive to act or persevere in the face of difficulties." (p. 691 ). Further, (Bandura, 

1986) states, that of all beliefs, self-efficacy 

is the most influential arbiter inhuman agency and plays a powerful role in 

determining the choices people make, the effort they will expend, how long they 

will persevere in the face of challenge, and the degree of anxiety or confidence 

they will bring to the task at hand. (pg.391 ). 

Self-efficacy is enhanced by several factors. These include social persuasion, 

modeling, graded mastery, and by actively removing barriers to successful action or 

behavior, (Bussey & Bandura, 1999). Removing the perceived or actual barriers which 

impair the successful completion of preoperative preparation for cataract surgery will 

augment self-efficacy. This method conceivably results in an increased opportunity for 

the desired behavior to occur. In the educational setting, barriers to the cognitive 

processes for learned behavior are defined as those of attention, retention, motor 

reproduction, or motivational processes. Barriers to education must be addressed in some 

or all of these areas to promot~ efficacy in the learner, according to the Social Cognitive 

Theory, (Ruppell & Zimmerman, 1997). 

Anxiety in the preoperative setting is a well-documented learning barrier that 

interferes with both attention and retention. Preoperative anxiety is caused by fear of a 
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loss of control, loss of privacy, loss of function, and the possibility of death associated 

with the surgical procedure and anesthesia, (O'Halloran & Altmaier, 1995). Placing 

additional demands on patients to perform complex novel behaviors in the face of an 

impending stressful event further increases preoperative anxiety. The behavioral 

"demand" that patients face in the preoperative setting is often perceived as 

overwhelming. This demand~ compounded with the inadequate attention and retention of 

educational instructions is often the recipe for patient noncompliance. When self

efficacy is limited by these barriers, patients do not possess the confidence to succeed. 

Low self-efficacy results in a perceived loss of control, and impairs the patient's ability to 

perform preoperative behavioral requirements successfully. 

According to Bandura, stress is generated by perceived threats and taxing 

demands. Reaction to stress is viewed by the Social Cognitive Theory as a low sense of 

self-efficacy which prohibits an individual to exercise control over aversive threats and 

taxing environmental demands. Persons with limited self-efficacy experience a loss of · 

control, an increase in stress level, and subsequent impairment in their level of 

functioning, (Bandura, 1997). 



Figure 1. Theoretical Model 
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Application to Research 

This research project attempts to increase self-efficacy in patients undergoing 
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cataract surgery by decreasing task complexity, and thus decreasing behavioral demand, 

(See Figure 1 ). The required behaviors necessary to successfully prepare for cataract 

surgery have been organized into a smaller, more manageable checklist thereby making 

the required behaviors seem more controllable. Patients are instructed to complete the 



"mini" tasks, and initial and date each item after completion. This format is proposed to 

minimize behavioral demand, and the added stress it produces, as well as increase 

attention to the required behavioral tasks with required tactile stimulation for each 

instructional item, (See Figure 1 ). According to the model, decreasing stress should 

increase self-efficacy, both by minimizing environmental demand and by increasing 

attention and retention, all necessary elements in promoting efficacy. 
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An increase in perceived self-efficacy combined with a decreased stress level are 

expected to result in an increase in successful behavior, or increased patient adherence to 

the preoperative checklist. The concepts and their relationships are illustrated in the 

previous diagram. 

The social cognitive theory and theory of self-efficacy is widely used among 

many disciplines, and often cited in the health promotion literature in a wide variety of 

settings. The theory has been successfully applied in cardiac rehabilitation, (Clark & 

Dodge, 1999), (Jeng & Braun, 1994), (Fleury, 1992), exercise counseling, (Houde & 

Melillo, 2000), smoking cessation, (Langlois, Petosa, & Hallam, 1999), ostomy care, 

(Foster, 1993), breast self-examination, (Miller, Shoda, & Hurley, 1996), alcohol 

treatment, (Rollnick & Heather, 1982), and diabetes control, (Corbett, 1999) to name a 

few. No studies were found using this framework for cataract surgery patients, but as 

illustrated above, several studies have utilized the framework to address patient 

compliance issues in a variety of health care settings. 
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Literature Review 

This section will discuss all potential barriers to learning that may interfere with 

patient adherence in the preoperative setting. The discussion will focus on the elderly, 

who comprise the majority of patients seeking cataract surgery. 

The elderly comprise the largest and fastest growing population in the United 

States. As a group they possess several potential barriers to learning and complying with 

a health care regimen that must be considered when developing an educational program. 

These barriers include both physiologic and psychologic barriers, which may be further 

impacted by behavioral, and social issues, and are capable of making learning in the 

elderly patient a daunting task. 

Physiological Barriers and Learning 

Physiologic changes in the elderly which may impede both patient education and 

health care compliance include sensory loss such as vision and hearing, resulting in 

miscommunication; decreased vital capacity, resulting in fatigue, and decreased amounts 

of neurotransmitters in the brain, resulting in slowed cognition, and changes in memory 

and memory storage, (Ayello, Mezey, & Amelia, 1997 ), (Treacy & Mayer, 2000). These 

factors collectively result in an inability for older individuals to learn as fast as younger 

individuals, and affirm the need for frequent reinforcement when educating the elderly. 

Chronic disease and coexisting illness is another physiologic barrier which 

complicates preoperative education and impairs learning. As cited in Wong, 2001, 

seventy-five percent of enrolled patients for cataract extraction in the United States had a 

systemic co-existing illness. Coexisting morbidities such as chronic pain, diabetes, or 
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depression are common among these patients, and can influence concentration, attention, 

and subsequently the retention of educational material. 

A third physiologic barrier to patient learning and compliance is medication use. 

Medication use among the elderly is unequalled by any other age group, and many of the 

medications taken by the elderly affect cognition and the ability to recall and process 

information. In 1974, elder patients aged 65 years and older consumed an average of 13 

prescriptions per year. In 1984, persons over the age of 65 received more than twice the . 

national average number of prescription medications. In 1995, 87% to 92% of individuals 

over 65 were found to take some form of medication on a regular basis, (Salzman, 1995). 

The number of medications taken by elderly patients has been shown to be 

negatively correlated with medication recall and patient compliance. Rost & Roter 

demonstrated the effect of the number of medications in the regimens of elderly patients 

and its negative effect on patient recall. In fact, when they controlled for the number of 

medications, patient age was not significantly related to patient recall, (Rost & Roter, 

1987). Findings are similar with regard to patient compliance. Salzman, 1995, reports 

that the use of three or more drugs daily places the elderly at high risk for poor 

compliance, and compliance in elder patients is particularly vulnerable when multiple 

dosing schedules are used. Patients taking their medicine on a once or twice daily basis 

demonstrated an 84% compliance rate, which dropped to 59% if dosing was three or 

more times daily. Cataract surgery patients are frequently on poly-pharmacy therapeutic 

regimens, which not only increases their risk for noncompliant behavior, but often leaves 

them confused when given altered medication regimens for the day of surgery. 



Psychological Barriers and Learning 

Learning and anxiety. 
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Emotional issues, such as patient anxiety, create barriers to patient compliance 

and recall in the health care setting. White Coat Syndrome is a long accepted 

phenomenon in health care, and describes how the setting alone may invoke patient 

anxiety and actual physiologic changes in individuals seeking health care. Studies have 

suggested that patients remember less than one third of the information given to them .on 

the first visit, when they are the most anxious in an unfamiliar setting, (Treacy & Mayer, 

2000). 

Bysshe, 1988, as cited in Kent, 1998, reports that very anxious patients forget up 

to 60% of the information and education they receive. This anxiety is amplified in the 

preoperative patient, who fears a loss of control, loss of privacy, loss of function, and the 

possibility of death associated with the surgical procedure and anesthesia, (O'Halloran & 

Altmaier, 1995). The amount of anxiety associated with impending surgery is significant 

and pervasive, and is not a linear response that is modified according to the type of 

procedure. In a study which measured patient's subjective measures of preoperative 

anxiety, no differences were found in anxiety levels between patients having major 

versus minor procedures, cancer-related versus non-cancer-related procedures, or prior 

procedures versus first surgery, (O'Halloran, & Altmaier, 1995). Thus preoperative 

anxiety impairs the ability to attend to and recall important information. This impairment 

is compounded by the behavioral demand to prepare for surgery by performing complex 

novel tasks, and may be hindered by additional barriers to learning as described above. 
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Learning and behavioral issues. 

Behavioral patterns in the elderly differ from those of the general population with 

regard to health care. Elderly patients tend to assume a more paternalistic pattern of 

communication and involvement with health care providers, (Larsson, et.al., 1992). As a 

group, elders participate less in decision-making, express less desire for active 

involvement in decision making regarding their care, and exhibit fewer ·conversational 

behaviors such as question asking, interrupting, and asserting opinions. Additionally, 

elders are more likely to give socially desirable responses, show more gratitude, and are 

less likely to express complaints, (Stewart, et.al., 2000). 

These reticent behavioral patterns impair the ability to foster an open and candid 

dialogue between provider and patient, and can influence the effectiveness of providers to 
/ 

meet patient needs. In addition, these behavioral patterns promote placing "perceived 

control" outside of the patient's influence, thus hindering self-efficacy. Communication 

has been identified as the most important factor in determining adherence to medical 

treatment, and is also recognized as one of the most difficult problems providers face 

when treating chronically ill older patients, (Stewart, et.al., 2000). Elderly patients often 

lack the confidence necessary to perform novel behaviors independently, but lack the 

assertiveness to make this known. This lack of perceived control results in poor self-

efficacy, and hinders the performance of elders on novel tasks. Efforts to increase 

learning and adherence in the elderly need to address these barriers to perceived control, 

so that self-efficacy may be developed successfully. 
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Social Issues and Compliance 

Social issues that impede patient compliance include economic status and social 

isolation. The elderly are primarily retired and on fixed incomes, which impact their 

ability to afford medications, medical devices, and health care visits, (Jones, 1995). 

Social isolation is common among the elderly, and the loss of a spouse is common. 

Disability and chronic disease may prevent active lifestyles, and promote ostracization. 

A significant proportion of the elderly live alone with no support network, making 

transportation to seek medical care another obstacle to compliance. In the outpatient 

surgery setting, the lack of support network often makes it virtually impossible for elders 

to procure a driver to escort them home postoperatively, which results in the cancellation 

of elective surgery. 

Summary 

The Social Cognitive Theory is a theoretical framework that proposes a triadic, 

dynamic, interactional model to explain and predict human behavior. Personal 

characteristics, environment, and behavior enjoy reciprocal relationships which are 

constantly interacting to influence behavioral change. The most influential factor in the 

determination of human behavior is self-efficacy. Self-efficacy acts to increase 

individual's perceived beliefs and perceived capabilities that result in increased 

motivation and tenacity at goal attainment, or behavioral change. Self-efficacy may be 

augmented by social persuasion, social modeling, graded mastery, and by decreasing 

environmental barriers to learning. 
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This study attempts to increase self-efficacy in patients undergoing cataract 

surgery by removing barriers to learning. A combined approach of decreasing the 

perceived behavioral demand and increasing attentional processes to required tasks will 

be utilized to increase self-efficacy and adherence to preoperative instructional 

guidelines. The Patient Education Checklist is an instrument designed to increase self

efficacy in a patient's perceived ability to accurately follow preoperative instructional 

guidelines, by the methods described above. The anticipated result of an increase in self

efficacy among this patient population is an improvement in adherence to preoperative 

instructional guidelines. An increased compliance to instructional guidelines will result in 

improved patient outcomes and satisfaction, and decreased health care costs. 

Patient non-adherence in the elderly is a significant problem in health care. A 

lack of adherence not only complicates the successfulness of educational programs, but 

can hinder patient outcomes and can greatly escalate health care costs. This is 

particularly true in the preoperative setting. Potential barriers to adherence have been 

identified as both physiologic and psychological, and may also include behavioral and 

social issues. These barriers act to weaken perceived control and self-efficacy, and must 

be considered and addressed when developing programs to enhance patient adherence. 
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This chapter describes the study elements. The study design, sample, and setting 

are identified. The protection of human subjects by efforts to assure patient 

confidentiality and privacy are discussed. Methodology, procedures, and the plan for the 

study analysis are also described. 

Design 

This research project was a quantitative approach to determine the effectiveness 

of an instrument, the Patient Education Checklist, in improving adherence to preoperative 

instructions for patients undergoing cataract surgery. The design for this study is two

group experimental, (Polit & Hungler, 1999). The independent variable, the checklist, 

was randomly assigned to one half the subjects enrolled for preoperative cataract . 

teaching. The treatment group received all usual preoperative care plus the checklist as 

part of their preoperative education. The control group did not receive the checklist, but 

did receive only the usual care given all clients. Four dependent variables were measured 

on the day of surgery as a measure of adherence to preoperative teaching instructions. 

These variables were: 

The patient returned for surgery with his written guidelines. 

The patient remained NPO for surgery. 

The patient took his/her AM medications as instructed, and 

The patient procured a designated driver for transport home. 
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Sample and Setting 

The anticipated sample for this study was comprised of 60 adult patients 

scheduled for cataract surgery at the Southern Arizona VA Healthcare System in Tucson, 

Arizona. Due to time constraints, however the actual sample was composed of only 

eleven subjects. The sample was randomly assigned to one of two groups; those that · 

received an interactive Patient Education Checklist and those that did not receive the 

checklist. Subjects met the following inclusion criteria to be eligible to participate in the 

study: 

a) Subjects were between the ages of 65-85 years 

b) Subjects were scheduled for first-time cataract surgery. 

c) Subjects were without a diagnosis of the following pre-existing 

comorbidities- psychiatric or cognitive impairments, to include 

depression, anxiety disorders, dementia, Alzheimer's disease, bipolar 

disorder, schizo-affective disorders, and other diagnoses as described by 

the DSM-111. 

d) Subjects were capable of participating in self-care, and did not 

reside in assisted living situations or were dependent on a caregiver for the 

provision of self-care. 

e) Subjects were actively taking at least one daily medication, to include 

OTC medications. 

f) Subjects were comfortable reading, speaking, and writing the English 

language. 
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All subjects were patients scheduled for cataract surgery at the Southern Arizona 

VA Health Care System. Only outpatient surgical candidates who were processed in the 

Preadmission Testing Center, (PAT), and Ambulatory Surgery, were eligible to 

participate in this study. The consent process and education occurred during the 

preoperative education appointment in the PAT. Data measuring subject adherence to. 

written preoperative instructions in both groups were collected by the admission nurse in 

the Ambulatory Surgery Center on the day of the patient's surgery. 

Subject Protection 

The protection of the rights of human subjects in medical research was ensured 

according to the written policies of the University of Arizona College of Nursing, the 

Arizona Health Sciences Center Ethical Review Committees, and the Southern Arizona 

VA Health Care Center Human Subjects Committee (See Appendix A). The principal 

investigator obtained voluntary consent from the study participants, which included 

explaining the risks, benefits, and costs of participating in the study. All subjects signed 

an informed consent, and were given a copy of the consent, (See Appendix B). Each 

subject was assigned an identification number to protect confidentiality. All identifying 

information was destroyed at the completion of this study. Raw data without identifiers 

was stored and secured to protect the subject's right to privacy. 

Methodology 

Procedures 
Patients reported to the Eye Clinic and were seen by resident and attending 

ophthalmologists for evaluation. Those patients that were scheduled for future cataract 

surgery in the Eye Clinic reported to the PAT (Preadmission Testing Center) with their 
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preoperative paperwork consisting of a consent for surgery, preoperative orders, and/or a 

history & physical completed by the surgeon. This packet was then reviewed by one of 

the two PAT advanced practice nurses who screened patients for study selection criteria, 

as well as performed a perioperative risk assessment. Patients who met the selection 

criteria for the study were asked if they were interested in participating in a study about 

preoperative education. Patients who displayed an interest were then given a preoperative 

education appointment . During the appointment with the principal investigator, the 

principal investigator obtained informed consent and collected the initial demographic 

data on the Patient Adherence Scoring Sheet, (See Appendix C). Each sheet contained an 

identification number from 1-60 that corresponded with the educational packet number 

assigned. The list of patient names with corresponding identification numbers were kept 

solely by the PI, and destroyed at the completion of this study. Each subject was also · 

given the preoperative education necessary for cataract surgery at this appointment. 

Educational packets were prepared by the principal investigator and labeled with 

the numbers 1-60. Each educational packet contained routine forms for standard 

documentation on the day of surgery. Each packet also contained a Patient Adherence 

Scoring Sheet for data collection. For the treatment group, thirty numbers were randomly 

drawn from a hat containing the numbers 1-60. The principal investigator added the study 

instrument and the consent form to the educational packets labeled with the same digits 

as those drawn. For the control group, the consent only was added to the remaining thirty 

packets. 
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The Treatment Group 

Participants in the treatment group were given standard instructions, but were also 

be asked to complete the Patient Education Checklist, and bring the completed form with 

them on the day of their surgery. There were four instructional items that will be scored 

for this study. The items are: 

1) Subjects were asked to return the checklist on the morning of surgery. 

2) Subjects were asked to remain NPO after midnight the night before surgery. 

3) Subjects were asked to take medications listed on the sheet with a sip of water 

the morning of surgery. 

4) Subjects were asked to arrange for a designated driver to take them home. 

The Checklist required that the treatment subjects mark each item off with pencil or pen, 

and date/ initial the item when completed, (See Appendix C). 

The Control Group 

Participants in the control group were given the same preoperative instructions in 

a written format on the conventional preoperative form, (See Appendix C). They were 

not be asked to mark on the form, but were required to return it on the day of surgery. 

Adherence to the preoperative instructions given were also scored in this group, and these 

scores were compared to the scores obtained by the treatment group. 

All subjects were asked to return on the day of their proposed surgery with their 

respective instruction sheets, and patient adherence was scored by the admission nurse in 

Ambulatory Surgery on the Patient Adherence Scoring Sheet. Each subject was then 

asked standard interview questions by the admitting nurse, and subject responses were 
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scored to reflect adherence to the preoperative instructions given. Each subject instruction 

sheet was attached to the Patient Adherence Scoring Sheet after completion. The data 

forms were then given to the principal investigator for the collation and analysis of the 

data. 

Measures 

The independent variable for this study was the study instrument, or Patient 

Education Checklist. It identifies each subject by number, and lists each of the 

preoperative instructions in a checklist format. The subjects were instructed to check the 

box that preceded each item, and initial/date each item upon completion. Items on the 

checklist are ordered in the sequence of expected completion. Blank spaces are left on 

certain items to permit the educator to individualize the preoperative plan for the patient. 

There are five numbered items on the checklist, only three of which correspond to the 

variables. These were NPO status, the required medications to take the morning of 

surgery, and the arrangement of a designated driver for transportation home. The fourth 

dependent variable that was measured was whether or not the patient returned the 

checklist on the morning of surgery. The control group was scored on the three checklist 

dependent variables as well as whether or not they returned their standard preoperative 

instruction sheet. 

The reverse side of the Patient Education Checklist also described the reason 

behind each requested item, and their unique importance to a successful surgical 

outcome. (See Appendix C). The explanations are written in simple English and are 

brief. The principal investigator made each treatment subject aware of the reverse side of 
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the checklist for clarification, but did not discuss these items with either the treatment or 

control subjects. 

The Patient Adherence Scoring Sheet was developed by the Principal Investigator 

for the purpose of collecting the data for the study, (See Appendix C). It contains the 

subject identification numbers, demographic data, and the patient adherence scores to the 

dependent variables. 

Upon the subject's return to the Ambulatory Surgery Center on the morning of 

surgery, each subject was asked to produce their instruction sheet. The subjects were 

questioned regarding the completion of the checklist items as per ASC protocol for 

patient admissions. Subject responses were compared to the written instructions on each 

subject' s instructional sheet, and a score was entered on the Patient Adherence Scoring 

Sheet. Patients whose responses match those of their instruction sheets were given one 

point for each correctly completed item. Failure to complete an item, or a partially 

completed item resulted in a score of zero for that item. 

Reliability testing for the actual instrument was not possible for this study, as a re

administration of the tool would necessitate repeated surgery. Cataract patients who were 

returning for surgery on the other eye were also excluded from this study because prior 

experience was assumed to establish familiarity with the necessary preoperative 

behaviors, and thus compliance should inherently improve. This would confound the 

results, and make interpretation of the data problematic. 



Inter-rater reliability for the scoring instrument was possible, however, and was 

performed by submitting a pilot of simulated score sheets for comparison between the 

two raters and the principal investigator to assure consistency in scoring. 
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The variables in this study were clearly defined and easily measured as described 

above. The dependent variable behaviors were either performed or they were not; 

scoring was the result of a simple yes or no to the question, "Did the subject comply with 

this preoperative instructional guideline?" This resulted in a high degree of both content 

and criterion-related validity, (Polit & Hungler 1999). 

Instrument Scoring Procedure 

The four dependent variables for this study include: 

1) Return of the instructional material- both groups were given one point if they 

returned with their instructional handout. Failure to return the sheet resulted in a 

score of zero points. 

2) NPO status- each subject was asked to remain NPO after midnight the night 

before surgery. Subjects who conformed to this request received a score of one 

point. Ingestion of any liquid or solid after midnight, except for swallowing 

designated medications, resulted in a score of zero points. 

3) Medication administration- each of the subjects enrolled in this study take at least 

one daily medication. Depending on the medication, the patient may have been 

instructed to take this med with a sip of water the morning of surgery or was 

asked to abstain from this medication on the morning of surgery. These 

instructions were written on the instructional sheet for each subject. Subjects 
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whose self-reported medication usage on the morning of surgery matched their 

instructional sheet were scored one point. A subject whose self-report differed in 

any way from their sheet resulted in a score of zero points. Sublingual 

nitroglycerin was the only accepted deviation from this scoring practice. These 

subjects did not receive a reduced score if they took their nitroglycerin. 

4) Transportation- subjects were instructed to arrange for a responsible designated 

driver who would be able to pick them up when they were ready for discharge. 

This driver must accompany the patient out, listen to the postoperative 

instructions, and be available to remind and assist patients in caring for 

themselves at home. Subjects were told that taxis and busses are not appropriate 

alternatives. Lodging was available for out of town subjects who meet eligibility 

criteria. These patients were asked to make these arrangements before arrival on 

the day of surgery. Patients who successfully arranged appropriate transportation 

or lodging were given one point. Failure to provide safe access home or lodging 

resulted in a score of zero points. 

Analysis Plan 

The planned steps for analyzing this data began with developing a coding 

dictionary for the data to al1ow for numeric statistical testing, and cleaning the data set. 

This involved running frequencies in individual items to compare toN, and randomly 

selecting 1 Oo/o of the raw data for an individual check by the principal investigator. 

Individual response items were checked for accuracy. This process was useful in 

identifying and correcting entry errors that could skew res~lts. The data in this study 



were entered, checked for errors, and cleaned by the principal investigator prior to data 

analysis. 
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Inter- rater reliability was performed to measure the consistency in scoring 

between the principal investigator and the two Ambulatory Surgery nurses collecting the 

data and instructional sheets from subjects. This was done to ensure consistency and 

accuracy in measurement. According to Polit & Hungler, 1999, a reliability value of 

90% or greater is necessary to ensure that any variability in scoring reflects true 

individual differences. 

Analysis for determining individual group differences were done on subject age, 

gender, ethnicity, the number of current medications, education, and the number of 

persons in the household. These data were analyzed descriptively to include frequencies, 

mean, median, mode, standard deviation, and variance where appropriate. Comparison 

between the groups was useful to identify any significant differences between groups that 

may influence the interpretation of the data. 

Descriptive statistics among the study variables were performed next to identify 

the frequencies and the mode of each dependent variable. The mode is the only 

meaningful test applicable to the analysis of nominal variables, (Po lit & Hungler, 1999). 

Bivariate inferential statistical methods were employed to test the research 

hypotheses. Nonparametric testing was performed on each dependent variable as the N 

was less than 30, and the variables were nominal scale variables, which prohibits use of 

Chi square analysis, (Polit & Hungler, 1999). In addition, scores from the dependent 

variables were summed yielding a total adherence score ranging from zero to four. A 
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comparison of the percent of adherence on the four dependent variables between the 

treatment and control groups was performed. Univariate descriptive statistics were 

performed on the summed scores of each group to include frequency distributions, mean, 

mode, and variance described by the range and standard deviation. 

A significant difference between total scores achieved by the treatment and 

control groups was predicted, and was measured by performing the nonparametric Mann

Whitney U test at the ordinal level, as well as nonparametric Chi square testing. 
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This chapter will describe and review the results of this study. Demographic data 

will be analyzed to describe the sample participants. Descriptive and inferential statistical 

tests will be performed to adequately and appropriately determine any significant findings. 

The research hypotheses will be addressed in relation to the statistically derived outcomes. 

Measurement 

Inter-rater reliability was tested and measured between the PI and the two nurses 

collecting data., yielding 1 00% consistency in scoring. This high score exceeds the 

. acceptable threshold of 90o/o, and ensures that the differences measured reflect true 

differences in the sample scoring, (Polit & Hungler 1999). 

Description of the Sample 

The sample for this study was composed of thirteen male subjects. One subject 

withdrew from the study secondary to an acute medical condition, and another subject was 

withdrawn as his surgical date was postponed for administrative reasons. There were eleven 

participants remaining from which the data for the study was derived, (see Table 1 ). 

Subject's average age was 74.9 years with a range of 67-84 years and a standard 

deviation of 5.99, (See Table 1 ). Group One, the control group consisted of 3 subjects with a 

mean age of73.3 years, and a range from 67-80. Group Two, the treatment group, consisted 

of eight subjects with a mean age of 75.5 years, and a range of 69-84. A Mann-Whitney 

Nonparametric t-test was performed on both groups with respect to the variable of age, and 

showed no significant differences between groups (p = .630, p >.05), (see Table 2). 
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Table 1. 

Demogr_aehic Data Summary_ 

Subject Group Age Ethn Sex Educ Degree #Meds #HH 

2 2 67 CAU M 10 HS 10 2 

3 2 79 CAU M 13 HS 7 2 

4 2 81 HIS M 7 None 2 3 

5 2 77 CAU M 11 None 3 2 

6 1 80 CAU M 10 GED 5 2 

7 1 67 CAU M 16 BAC 1 3 

8 2 69 CAU M 16 HS 6 2 

9 2 70 AFR M 12 GED 5 2 

10 2 84 CAU M 12.5 HS 9 2 

11 2 77 CAU M 10 GED 1 

13 73 CAU M 14 HS 2 2 

Note. Ethn = Ethnicity; CAU =Caucasian; HJS =Hispanic; AFR =African American; #HH =Number in 

household; EDUC = Years of education; HS = High School Diploma; GED = General Education Equivalent; 

BAC =Bachelors Degree 

The total sample was composed of nine subjects of Caucasian ethnicity, one 

subject of Hispanic ethnicity, and one subject of African American descent, (See Table 1). 

Group One had three Caucasian participants, Group Two had six Caucasian participants, one 

Hispanic, and one African American. The mode of both groups was Caucasian. A 

nonparametric Chi-square test was performed between the groups, and a significant 
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difference was found between the groups, (p = .003, p < .05). The small sample size, 

however, makes this insignificant, (see Table 2). 

Table 2. 

Differences Between Groups- Demographics 

VARIABLE GROUP MEAN STD.DEVIA TION SIG (two tailed) 
Age 1 73.3 

2 75.5 5.99 .6308 

Education 1 10.33 

2 11.68 2.67 .4978 

#Meds 3.83 

2 6.81 3.14 .1948 

#HH 2 

2 2 0.54 .4978 

a. Not corrected for ties. 

Educational years completed ranged from 7-16 years for the total sample, with a 

mean of 12.13 years, a mode of 10 years, and a standard deviation of2.67 years. Group One 

completed an average of 1 0.33 years, while Group Two completed an average of 11.68 years 

of formal education, (See Table 1). Nonparametric testing with the Mann-Whitney U test for 

significance determined that there was no significant difference in education between the 

groups, (p = .497, p>.OS), (See Table 2). The most common degree earned by both groups 

was HS diploma, with a range from no degree or GED equivalent to a Bachelors Degree. 

The number of routine medications taken by the sample participants ranged from 

1-10 daily medications. The mean for the total sample was 4.6 medications, the median was 
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5 medications, and the mode was 2 medications. Group One had a mean number of daily 

medications at 3.83. Group Two had a mean number of 6.81 daily medications. The 

nonparametric Mann-Whitney U T test was performed to determine the significance between 

the groups, and yielded an insignificant result, (p = .194, p > .05), (See Table 2). 

The number of persons in the subject's households ranged between 1-3 from the 

total sample. The mean for both groups were two members in the household. Since the 

groups were identical, there were no significant differences between the groups on this 

variable, (p = .497, p > .05), (See Table 2). 

In summary, the population sample for this study can be summarized as being 

composed of Caucasian males, averaging 75 years in age, with a high school diploma and an 

average 12 years of formal education. At the time of this study, the average participant was 

living in a two-person household, and taking an average of 4.6 daily medications. See Table 

I for a list of these demographic data. The only significant demographic variable between the 

treatment and control groups for this study was ethnicity, which was only statistically 

significant because of the small sample size. 

Descriptive Analysis: the Variables 

There were 3 participants that received the control educational packet, and 8 

participants that received the treatment educational packet. These participants compose 

Groups One and Two, respectively. All of the treatment subjects completed some part of the 

checklist, but three participants did not complete it fully. 



Hypothesis Testing . 

The Chi-square analysis is used to determine statistically significant 

differences between two groups since both the independent and dependent variables are 

of the nominal level, (Pol it & Bungler 1999). 
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The first hypothesis of this study was that treatment subjects would maintain NPO 

status more frequently than control subjects, (See Table 3). All subjects in both groups 

maintained the proper NPO status prior to their cataract surgery, and thus there was no 

difference in adherence between the groups on this variable. The hypothesis is not supported 

by the findings of this research. 

Table 3. 

Adherence Between Groups, Dependent Variables 

VARIABLE GROUP MODE %ADHERENCE SIGX2 < .05 

NPO 1 1 =YES 100.0 

2 1 =YES 100.0 N/A 

POMEDS 1 =YES 100.0 

2 1 =YES 87.5 .007 

TRANSP 1 1 =YES 100.0 

2 1 =YES 100.0 N/A 

RETURN O=NO 33.3 

2 1 =YES 87.5 .132 
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The second hypothesis was that treatment subjects would take the preoperative 

medications appropriately more frequently than control subjects. Only one subject (in the 

treatment group) did not take the correct PO medications the morning of surgery; 

interestingly this subject also did not complete that particular item on the Patient Education 

Checklist. This made subjects in the treatment group statistica11y less adherent in taking the 

appropriate preoperative medications, ( p = .007), (See Table 3). All other subjects took 

their appropriate medications the morning of surgery, and thus the hypothesis is not 

supported by the findings of this research. 

The third hypothesis was that treatment subjects would procure a designated 

driver for transportation home more frequently than control subjects. All subjects in both 

groups obtained an appropriate driver for postoperative transportation home, and thus the 

findings of this research do not support the proposed hypothesis, (See Table 3). 

The final hypothesis was that treatment subjects would return with their 

instructional guidelines more frequently than control subjects. One subject from the 

treatment group and two subjects from the control group did not adhere to this instruction. 

This was tested with the Nonparametric Chi Square testing and found to be insignificant, (p = 

.132, p > .05). Again, the hypothesis was not supported by this research. 
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Table 4. 

Total Adherence Within Groups- Summed Scores 

GROUP MEAN MODE %ADHERENCE 
1 3.33 3 83.3 

2 3.75 4 93.7 

The score on the four adherence measures were summed to yield a total adherence 

score, (see Table 4). Group One had a range of 3-4, with the mean of 3.33, and mode= 3. 

Group Two had a range of3-4, mean of3.75, and mode= 4. This was not shown to be a 

significant difference between the groups by nonparametric Mann-Whitney U testing, (p = 

.3 76, p<.05). The results of this study illustrate a high degree of adherence by both groups, 

(See Table 4). 

Summary 

Eleven subjects participated in this preoperative educational study to determine 

the effectiveness of a preoperative checklist in improving patient adherence to instructional 

guidelines. The groups were randomly selected, and were composed of three control subjects 

and eight treatment subjects. The sample consisted of Caucasian males, averaging 75 years 

in age, with a high school diploma and an average 12 years of formal education. At the time 

of this study, the average participant was living in a two-person household, and taking an 

average of 4.6 daily medications. The only statistically significant difference between groups 

on the demographic data was subject ethnicity. 

The groups were 100 percent adherent to remain NPO and to obtain a designated driver for 

their trip home after surgery. No significant difference was found between groups with 
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respect to returning their instructional guidelines on the morning of surgery. While subjects 

in the treatment group were shown to be significantly less likely to take the appropriate PO 

meds, this was due to the small sample size and thus not truly significant. Both groups 

demonstrated a high level of adherence to the variables measured. The research hypotheses 

of this study were not supported statistically by the data collected. 
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This chapter will discuss the findings of this research and formulate conclusions 

based on the findings. Limitations of this study and recommendations for future research in 

this field will be discussed. The significance of this research to the profession of nursing 

will be also be identified. 

Discussion of Findings 

The control and treatment groups were similar with respect to age, gender, 

education, degree earned, number in household, and average daily medications. A difference 

with respect to the ethnicity of the control and treatment groups was identified, with the 

treatment group found to be significantly more ethnically diverse. This is largely 

due to the effects of random sampling on an extremely small sample. Further, since the 

dependent variable findings were largely the same, the significance of this finding to the 

research is mute. 

Subjects in the treatment group were less likely to take the appropriate PO 

medications on the morning of surgery. While this is a disappointing finding, it may be 

explained by the extremely small sample size in this study, and the difference in the 

number of subjects per group. The study sample was eleven, while the original proposal 

called for sixty subjects. The treatment group was more than two times larger than the 

control group. Clearly generalizations based without regard the small sample size and the 

disparity between group sizes would be naive. 
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One interesting finding was that the subject from the treatment group that was not 

adherent on this variable also did not complete that particular item on the checklist. He 

was adherent on every other variable, and made the appropriate markings on his checklist 

in these categories. Perhaps the checklist was useful for this subject, although no 

inferences can be drawn from one finding. Clearly the study needs replication .with a 

larger sample size to adequately assess the differences between group adherence~ and 

between variables. 

The groups were I 00 percent adherent to remain NPO and to obtain a designated 

driver for their trip home after surgery. The Hawthorne effect is a term used to describe 

the phenomena which can occur when the knowledge of being included in a study may be 

sufficient to cause a change in a subject's behavior, thus skewing the true effect of the 

variable in question, (Polit & Hungler, 1999). Both groups were told they would be 

scored on their adherence to their instructions during the consent process. The high rate 

of preoperative adherence in this study may be partially attributed to the Hawthorne 

effect, which should not be overlooked when evaluating these findings. 

No difference was found between groups with respect to returning their 

instructional guidelines on the morning of surgery. Both groups had subjects who did not 

adhere to this preoperative instruction. Only one treatment subject did not return his 

instructions, while two control subjects did not return their instructions. This result makes 

the interpretation of the data particularly problematic, as it is impossible to determine if 

the treatment subject actually completed the checklist. The effectiveness of the checklist 



in promoting adherence is not able to be determined in this instance, and the data is not 

truly demonstrative of a true treatment setting. 
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Finally, it is equally difficult to determine if the checklist was useful in the 

treatment subjects who only partially completed it. In this study there were three 

treatment subjects who only partially completed the checklist. While it may be argued 

that this data be eliminated because the subjects did not tactilely attend to the items, they 

were also theoretically influenced by a well-defined task division, which may have 

contributed to their adherence scores. 

The theoretical premise for this research was that the checklist would do two 

things; a) it would decrease task complexity and thus decrease patient anxiety, increasing 

self-efficacy, b) it would add tactile stimulation to the tasks, increasing attention to the 

tasks at hand and increasing self-efficacy. An increase in self-efficacy according to 

Bandura will increase the desired behavioral response, in this case promoting adherence 

to preoperative guidelines, (Bandura, 1986). Thus while patients may not have an 

increased self-efficacy secondary to tactilely attending to the checklist, they may have 

been influenced by the checklist's ability to divide the tasks into manageable elements 

that they could master. This is, however, impossible to determine with this limited sample 

size. With a sample of this size, eliminating almost one third of the data was not feasible, 

even given these confounding factors. 

The research hypotheses of this study were not supported statistically by the data 

collected. It is unwise to draw any generalizations from the data given the small sample 

and the problems previously outlined. 



Conclusions 

There are no conclusions that can be intelligently drawn from this data. 

Conclusions are impossible due to the obvious limitations imposed by the sample size 

and sample demographics. The limitations will be discussed in detail below. 

Limitations 
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The sample size was inadequate to appropriately test the study instrument and 

determine its effectiveness in the preoperative setting. The descriptive data was very 

homogeneous, making it impossible to make any generalizations to other populations. 

The only statistically significant finding was probably an incidental finding attributed to 

the small sample size and the disparity between the size of the groups 

Additionally, the sample was limiting with respect to gender. Elderly women 

comprise a large percentage of the cataract surgeries performed in the United States, and 

it is impossible to determine if the data collected here would be representative of a 

similar sample of women. 

Recommendations 

Recommendations for further research in this setting include replication of the 

study with a larger sample size. Conducting the study in a private hospital outpatient 

setting may also be beneficial to obtain a more representative sample, since the VA has a 

preponderance of male subjects. Ideally, groups should have equal size for statistical 

comparison. 

The study design may also be improved by changing to a three-group design, 

consisting of: a) a control group, b) a treatment group that must mark on the checklist, 
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and c) a treatment group that does not mark on the checklist, but reports only. Subjects in 

the treatment group B that did not mark or return the checklist may be retrospectively 

evaluated as part of treatment group C, thus conserving data, and helping to distinguish 

between the theoretical effects of tactile stimulation versus task division. With a larger 

sample size, incomplete checklist data could be eliminated from statistical consideration; 

or the incomplete checklist items could be tabulated as a "task division" data set and 

analyzed by each variable independently. This would allow for a more complex 

understanding of the individual processes influencing behavior among subjects. 

Significance to Nursing 

Despite the limitations of this study, nurses are challenged daily to provide cost 

effective and comprehensive care that optimizes outcomes and minimizes complications. 

The explosive growth of outpatient surgery in the past decade and its effect on limiting 

actual nurse-patient interaction has mandated perioperative nurses to streamline patient 

education and scrutinize the effectiveness of patient educational methods. The aging of 

our population combined with the factors that impede learning in the elderly and in the 

preoperative setting need to be understood and considered in the development of effective 

education programs. 

Nurses have traditionally effectively synthesized plans of care for patients from 

multidisciplinary sources and combined them into a cognizant whole that the patient can 

both understand and comply with. As forerunners and leaders in the education of 

patients, nurses need to lead the research to better understand the complex factors that 

impede patient adherence to prescribed plans of care and threaten patient safety as well as 



scarce health care resources. This research needs to be replicated, so that nurses can 

provide patients with the adequate resources and the self-efficacy to effectively manage 

their health care needs. In a world of rapidly depleting resources, the focus for this 

research may prove critical to the future of health care. 

Summary 
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While education remains a fundamental role of nurses, this study was unable to 

demonstrate an effective strategy to increase patient adherence in the preoperative setting. 

This was largely due to the limitations of the study imposed by a small sample size and a 

largely homogeneous group. The study may be improved in the future by changing the 

setting and introducing a three-group design. Differentiation of the effects of the 

experimental variables in the complex processes that result in desired behavioral 

responses may then be possible. With this knowledge, patient education programs can be 

developed to target these strategies that promote improved adherence, improved 

outcomes, and the conservation of health care resources. Preoperative patient education 

is a tenuous undertaking, especially in the elderly. If self-efficacy is capable of 

improving patient adherence in this setting, then replication of this study is both 

warranted and mandated in the interests of both patients and the provision of cost

effective care. 
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Consent for Study 

Subject's Consent Form 

Project Title: Strategies to increase patient adherence in the preoperative setting. 

I AM BEING ASKED TO READ THE FOLLOWING MATERIAL TO 
ENSURE THAT I AM INFORMED OF THE NATURE OF THIS 
RESEARCH STUDY AND OF HOW I WILL PARTICIPATE IN IT, IF I 
CONSENT TO DO SO. SIGNING THIS FORM WILL INDICATE 
THAT I HAVE BEEN SO INFORMED AND THAT I GIVE MY 
CONSENT. FEDERAL REGULATIONS REQUIRE WRlTIEN 
INFORMED CONSENT PRIOR TO PARTICIPATION IN THIS 
RESEARCH STUDY SO THAT I CAN KNOW THE NATURE AND 
RISKS OF MY PARTICIPATION AND CAN DECIDE TO 
PARTICIPATE OR NOT PARTICIPATE IN A FREE AND INFORMED 
MANNER. 

Purpose: 
I am being invited to participate voluntarily in the above-titled research project. The 
purpose of this project is to study the effect of a preoperative patient checklist on 
adherence to preoperative cataract surgery instructions. 

Selection Criteria: 

60 

I am invited to participate because I am a candidate for first time cataract surgery and I 
have no risk factors which would impair my ability to successfu11y complete the 
checklist. The risk factors include no current history of depression, mental impairment, 
history of psychiatric disorder, or history of previous cataract surgery. I also must be 
able to read and write the English language, and must be actively taking at least one 
medication, including over the counter medications. Approximately 60 subjects will be 
enrolled in this study. 

Procedure( s ): 
If I agree to participate in this study, I will consent to the following: I will be randomly 
assigned into one of two groups. If I am in the control group, I will receive preoperative 
education regarding my cataract surgery verbally and with additional written guidelines 
which I will be asked to return on the day of surgery. If I am in the treatment group, l 
will receive the same verbal instructions and written guidelines with an additional 
preoperative checklist that I will be asked to complete and return on the day of surgery. 
The nurse will also look at my medical record and talk to me about the medicines I take. 
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Risks: 
There are no known risks to participating in this study. 

Benefits: 
There are no benefits to me as an individual, but my participation in this study will help 
to monitor the effectiveness of cataract surgery preoperative education. In the future this 
program may be improved to benefit the instruction of other patients needing cataract 
surgery education, and may be used as an education method for other types of surgery. 

Confidentiality: 
I will be assigned an ID number by the principal investigator for data collection. This 
number will appear on all data collection forms instead of my name. The data will be 
collected by Ambulatory Surgery staff nurses and transferred to the principal investigator 
for analysis. The data will then be analyzed by the principal investigator and thesis chair 
for this project at the University of Arizona College of Nursing, and results will be 
reported as part of a thesis project. At no time will any subject's names or identities be 
listed for the purposes of this research. At the completion of this study, or no later than 
6/1/02, every document which may possibly link me as an individual participating in this 
study will be destroyed. 

Participation Costs and Subject Compensation: 
The personal cost of participating in this research study is the additional time necessary to 
read and explain the consent form giving my permission to participate, approximately 1 0-
15 minutes. I will not be compensated for participating in this project. 

Contacts: 
I can obtain further information from the principal investigator Connie Nikolaidis RN, 
BSN, MSN/FNP candidate at (520) 741-9846. If I have questions regarding my rights as 
a research subject, I may call the Human Subjects Committee Office at (520) 626-6721. 

Authorization: 

BEFORE GIVING MY CONSENT BY SIGNING THIS FORM, THE METHODS, 
INCONVENIENCES, RISKS, AND BENEFITS HAVE BEEN EXPLAINED TO ME 
AND MY QUESTIONS HAVE BEEN ANSWERED. I MAY ASK QUESTIONS AT 
ANY TIME AND I AM FREE TO WITHDRAW FROM THE PROJECT AT ANY 
TIME WITHOUT CAUSING BAD FEELINGS OR AFFECTING MY MEDICAL 
CARE. MY PARTICIPATION IN THIS PROJECT MAY BE ENDED BY THE 
INVESTIGATOR FOR REASONS THAT WOULD BE EXPLAINED. NEW 
INFORMATION DEVELOPED DURING THE COURSE OF THIS STUDY WHICH 
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MAY AFFECT MY WILLINGNESS TO CONTINUE IN THIS RESEARCH PROJECT 
WILL BE GIVEN TO ME AS IT BECOMES AVAILABLE. THIS CONSENT FORM 
WILL BE FILED IN AN AREA DESIGNATED BY THE HUMAN SUBJECTS 
COMMIITEE WITH ACCESS RESTRICTED TO THE PRINCIPAL 
INVESTIGATOR, CONNIE NIKOLAIDIS, RN, BSN OR AUTHORIZED 
REPRESENTATIVE OF THE UNIVERSITY OF ARIZONA COLLEGE OF 
NURSING. I DO NOT GIVE UP ANY OF MY LEGAL RIGHTS BY SIGNING THIS 
FORM. A COPY OF THIS SIGNED CONSENT FORM WILL BE GIVEN TO ME. 

Subject's Signature Date 

Parent/Legal Guardian (if necessary) Date 

Witness (if necessary) Date 

INVESTIGATOR'S AFFIDAVIT 
I have carefully explained to the subject the nature of the above project. I hereby certify 
that to the best of my knowledge the person who is signing this consent form understands 
clearly the nature, demands, benefits, and risks involved in his/her participation and 
his/her signature is legally valid. A medical problem or language or educational barrier 
has not precluded this understanding. 

Signature of Investigator 
1/2000 

Date 
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Patient Adherence Scoring Sheet 

Patient Aclauax::e ScoriDg Sba:t 
Date of pn:op: ___ _ 

Daae of Surgery: ___ _ 

Patient # __ _ 

Edualtioolyrs. Completed --- HS DiplomatGED _ CoDcge Depc _ 

Age__ Gender Etbnicity __ #mcds HIB 

Item II Yes or No 

1) Return instructions 

2) NPO status maintained 

3) Correct PO Meds 

4) Transportalioo 

Did ,.map.at ce.aplde daeddist? NIA__ Ya__ Ne __ 

Please attach instruction sbcct to back and retam to pincipal in.estipa'. 

SeoriDg Yes= 1 No=O 

J) --

2) --

3) --

4) --

T Olal Score: 
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Patient Education Checklist 
Patient Edw.:ation Chet:klisl 

Nurnbe..;..r ___ _ 

Please complete th~ t()llowing items prior to your surgery. Initial and date 
the line under each item as you complete it. 

Return this form to the An1bulatory Surgery Nurse the 
morning of your surgery. 

r--1 

l )l.J Arrange for a driver to pick ~· ou up after your $urgef)'. This must be 
an adult \Vho is willing to help you after your surgery, and who will be ready 
to ~orne w·hen you are ready to go. A taxi t:ab or a bus is NOT an acceptable 
driver. 

/ 
--· --·--··-------

2)flcall 629-4605 the day betore your surgery. Call between l-4 pm. 
Record the time to arrive for surgery below. 
Date: Time to arrive: 
Repon to AmPulator: Surger). Bld-g-~--7-.-2-11""1'a-tl-oor. Rm 26~ . 

3)lJno NOT cat or drink anything after midnight the evening before your 
surgery. 

4)( . (Take ONLY the medication::. list~d below with a sip of water the Arvt 

of surgery- just enough to swallo\' th~ pills. Do not take any other 
medications. 

/ 
""""""""""""-""""""----·--- - z. S)L-·1 Bring your VA Card to the hospita1 on the morning of surgery if you 

have one. 
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Wily •re tlaese iastractiou 10 iaaporta.t? 

It is not safe to operate a car after surgery. Sedation can 
impair memory and judgement. 

The operating schedule is not finalized until 1200 pm the 
day before. You need to call to confirm arrival time. 

Food and or fluid in the stomach can lead to vomiting 
during surgery which is serious. Vomiting is not only bad 
on the eye, but can cause breathing difficulty. 

Taking the recommended medication before surgery 
ensures that you will be at your best on the day of your 
operation. Only take the medicine listed on the cbecldist. 

Your VA card is necessary to stamp paperwork the 
morning of surgery. Please bring it. 

If you have questions about your surgery, please call 629-
4605 or 1(800) 470-8262 between 05:30am and 17:30 pm 
Monday through Friday. 



Appendix C 

Standard Education Form 

Da)' Were......-,: Cd ~ bttweaa 1:18PM Mil 4:11PM te Ieana die 
time .. nport Ill- tlae..., ol...-p)'. c.a l'ridaJ ...... fer • ......, 
181p17. 

~ ........ ,. 
Dolt., at or drink anydJiDg after midniJht before IUJIUY· TIIU meoM yo~~ lf'!tl1 fltll 

1uJw cojfee •••• ..._ mi1rts or ~WJ~D; · · 

Do t11te cay lbe following rncodialioos, wilb a small amou11t of Willa', abe JOUiniu& of 

~-----------------------------------------------
....... ,, ~.,. ,.,,.,., ,. SIITJWI..., N ~ .. II I I I I I I 

-shower widJ 1011p provided the ew:uing before IDd llllOIIIiDI of ...,.ay. 
ef...c:ave all valuab1es at home. We caDDOI be Jesponsible foi diem. 
eBriog your VA idadificalioa card.. 
eRqJon to Ambulatory Suqay UDi1. Room~ Bailclia£ Yl, 

the day of surgery. -
•Ambulatory SDI&e*Y parienrs: War 1oc.e fiaiD& e.y to pal em doda. 

or a robe. Wear easy to slip c.lboes.. 
•Aruop for IOIDeOIIC to drive you home.. 
.q,.. ... ~~.e.~.,.., .... ,,.-.... dal. 

Pal king IIIIIIP an ba*l 
A1tdi I l w t ........., P a· aw: 
For a.y 8CCal to AmbWalorj Stqay9 ada' tbe SAVAHCS atlbcAjo eullw:e. 
Tbae ia ooow:oiaiiJ*Unl aat to BaiJdia& S7 .It is ..ted witiJ a sip .. AJahn...,. 
Saqaj/Dialylil Patia•..._ EDirz BuiJdiac 57 •me \¥at Eaba.:e. 

,...Adlai& Pali1 ••; 
Pa:ticg il available iii die k)! !!at !!! s-.s~ 57. :c :1= ldt iii yw ~.w! ~A_!{; 
euu~ _.die lol by 1be LSU (Baildiltc SO). 
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.......... Arimiaa VA tle•llh C..· By IEJaiSAVAitCIQ 
38018audl8th .... 
T...,.,A%85723 
520•an•4805· 
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